SUMMARY
INTRODUCTION
Simple suture of the perforated duodenal ulcer has been the standard operative treatment since its acceptance as such in the early part of this century. The principle upon which this form of management is based was well described by Graham in 1937 when he stated that 'We have no responsibility to such patients but to save their lives' and 'We have no responsibility during the surgery to carry out any procedure designed to cure the patient of his original duodenal ulcer'. ' Since then, however, many authors have reported a high incidence of recurrent symptoms and indeed a significant incidence of life-threatening complications after simple suture of a perforated duodenal ulcer. Illingworth in 1946 reported a relapse rate of 70 % and a 20 % incidence of major complications in a large group of such patients followed up for five years.2 Similar high relapse rates have more recently been confirmed by others 34' 5 and some would now consider that a definitive procedure should be combined with simple suture as the emergency operation of choice.6'7 It therefore seemed appropriate to review the surgical management of perforated duodenal ulcer in this hospital, to document the incidence of subsequent ulcer symptoms and, in the light of these findings, to reassess our operative strategy in these ill patients. 
MATERIALS AND METHODS

RESULTS
Of the 230 patients in the study 200 were male and 30 were female (6.7: 1). The age distribution in both sexes is shown in Fig 1. Of 217 patients for whom the information is recorded, 55 (25%) had no dyspeptic symptoms prior to perforation and a further 12 had been symptomatic for less than three months. By conventional definition, therefore, 67 patients (30.9%) perforated an acute ulcer. In the remaining 150 patients with chronic ulcers the mean duration of symptoms was 98 months (range four to 420 months). The majority (64%) of the entire patient group were regular cigarette smokers. Of 191 patients with clear documentation of pre -operative abdominal radiology, 133 (69%) had free intra -peritoneal gas on the erect film. The operative procedure performed in 205 patients was simple suture of the perforated duodenal ulcer, usually incorporating an omental patch. In the remaining 25, simple suture was combined with a definitive ulcer operationtruncal vagotomy and pyloroplasty in 13, truncal vagotomy and gastrojejunostomy in 10, selective vagotomy and gastro-jejunostomy in one and truncal vagotomy without a drainage procedure in one patient. A total of 16 patients had undergone previous peptic ulcer surgery -six had simple suture of a perforated duodenal ulcer and 10 had required definitive elective operation in the form of truncal vagotomy and gastro -jejunostomy (nine patients) and truncal vagotomy and pyloroplasty (one patient). These patients all perforated a chronic ulcer and were treated by simple suture closure with a re-vagotomy being added in one.
Post-operative complications including chest infection, wound infection, residual intra -peritoneal abscess, and thrombo -embolism were recorded for the entire patient group. The incidence of complications in the group of patients who underwent simple suture and in those who had a definitive procedure performed is recorded in the In common with others,3 '0 " l our data suggest that this indeed may be the case although the number of patients in the definitive surgery group is too small for legitimate comparative purposes. However, prospective randomised studies by other authors, with careful follow -up of patients, do indicate that emergency definitive ulcer surgery is not associated with an increased complication rate. '3 14 
